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PINK RIBBON AND PINKTOBER 
Dr. Sofia Shehzad 


The month of October comes with a familiar sight of ‘pink ribbon’ display and events 
organized in this context, globally. While this is an integral part of the international calendar in the 
developed world, developing countries like Pakistan attach little importance to promotion of this 
concept brand. One of the reasons for this apathy is a lack understanding amongst the social circles 
and general population about what the gal ribbon advocates. This editorial is meant to highlight the 
true spirit and importance of this symbol: 

A ‘pink ribbon’ is an international symbol of breast cancer awareness with the month of 
October referred to as ‘pinktober chosen as the breast cancer awareness month in many countries 
over the world. Breast cancer is the most common cancer amongst the female gender with more 
than one million women worldwide diagnosed with the disease every year. The WHO in its global 
health estimate reported 508000 deaths in women Worldwide from this disease in the year 
2011'.More than 58% of deaths from breast cancer are Known to occur in less developed countries?, 
which sets aside the misconception that the disease isa problem of the more affluent class. Early 
detection of breast cancer with its favorable impact on'morbidity and mortality associated with the 
disease is now established as the cornerstone of management’. 


Against the backdrop of the magnitude and impact of this condition there is a dire need for 
creating awareness about the symptoms and treatment of the disease as well as promoting research 
and facilities leading to early detection, multimodality treatment and support for those suffering from 
the disease. Pink ribbon as a concept brand allows a platform to achieve these goals by raising 
money and encouraging scientific progress. The first known use of Pink Ribbon dates back to 1991 
when it was handed out by the Susan G Koman foundation to participants of a New York city race 
for breast cancer survivors and adopted as:an official symbol in 1992*. Buying, wearing, displaying 
or sponsoring pink ribbon is a sign of support for women health. Thousands of pink ribbon products 
are advertised and sold each ye with part of the earnings apent in promoting breast cancer 
awareness and funding research. a ae 

The month of October as the national breast cancer awareness month (NBCAM) was started 
in 1985 by the American Cancer Society and pharmaceutical company Astra Zeneca. The 
organization behind NBCAM is keen on promoting mammography as a screening tool for early 
detection of breast cancer. Running, walking and riding besides observing pink dress day and pink 
hijab day form the essence of events organized globally as fundraisers under this banner. 


The campaign for helping breast cancer patients is not limited to diagnosis and treatment 
only. Addressing the burden of physical, social and psychological stigma associated with the disease 
is as important as the initial steps in management. The term She-ro, derived from hero is sometimes 
used to refer to those suffering from the disease. After treatment, the she-ro regains her femininity 
by using breast reconstruction, prosthetic devices, wigs, cosmetics, and clothing to present an 
aesthetically appealingappearance®.Breast cancer culture, or pink ribbon culture, refers to steps 
taken in public to effectively address different aspects of the disease. It supports the efforts of the 
doctors, promotes diagnostic modalities such as mammograms and various treatment options on 
offer for breast cancer patients. 
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Pakistan has the highest rate of breast cancer in Asia. One out of every nine women is at the 
risk of breast cancer making the Pakistani women most susceptible to the disease after the non Arab 
Israeli women®. Studies have shown that a significant number of young women make the afore- 
mentioned list. Therefore, Pink Ribbon has reading-prc-Iterature been running Youth Awareness 
Program in collaboration with Higher Education Commission (HEC) since 2012. This program not 
only educates the young women about the importance of self-examination and screening modalities 
like ultrasound scan and mammograms but also through their interaction with members of their family 
and society makes them conscious of the disease and advocating regular check-ups. Benefit is also 
derived from established women groups and Lady Health workers who are in contact with the 
population in far-flung areas of the count whe “spreading awareness to the grass root level. In 
collaboration with Pakistan Atomic Energy Commissi 
nationwide Breast Cancer screening pro am and is wo rking on building a dedicated Breast Cancer 
Hospital in Lahore, Pakistan. ' 








the society and an all out moral and material support be extended to the organizations working under 
this banner. 
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CAUSES OF MENORRHAGIA IN FEMALES BETWEEN 21-50 YEARS OF AGE 
ATTENDING THE OUT PATIENT DEPARTMENT OF NASEER TEACHING HOSPITAL 


ABSTRACT 


OBJECTIVES: 


Anjum Ara‘, Naheed Rahim‘ 
1. Naseer Teaching Hospital 


To determine the causes of menorrhagia 


MATERIAL AND METHODS: 


This case series study was conducted in the department of obstetrics and Gyneacology Naseer Teaching 
Hospital Peshawar over a period of one year from June 2006 to May 2007. Eighty patients with menorrhagia 
were studied between ages of 21-50 years. All patients were thoroughly investigated for the causes of 
menorrhagia. All the patients having menstrual blood loss of more than eight days or history of passage of 
clots or having hemoglobin less than l0g/ dl were included in the study and patients having pubertal 
menorrhagia, less than 20 years of age or postmenopausal patients, on hormonal replacement therapy were 


excluded from the study. 


RESULTS: 


Out of total eighty patients, the commonest age group was above 40 years i.e.63.75% (n=51). The most 
common cause of menorrhagia was fibroid uterus in 47.5% (n=38) cases followed by adenomyosis in 25% 
(n=20) cases, endometrial polyp in 7.5% (n=6) cases, endometrial hyperplasia in 6.25% (n=5) cases, 
injectable progestogens in 6.25% (n=5) cases, intrauterine contraceptive device in 5% (n=4) cases. 30 
patients (37.5%) were multipara, 25 (31.25%) were grand multipara and 25 (31.25%) were great grand 
multipara.All of them were anemic. Severe anemia (hemoglobin < 6 gm%) was found in one case (1.25%), 
moderate anemia (hemoglobin 6-8 gm%) in 45 cases (56.25%) and mild anemia (hemoglobin 8-10 gm%) in 
34 cases (42.75%). Abdominal ultrasound alone was done in 63 cases (70.75%), and transvaginal ultrasound 
in 17 patients (21.25%). The diagnosis of fibroid uterus, endometrial polyp and endometrial hyperplasia was 


confirmed on ultrasound. 


CONCLUSION: 


In my study fibroid uterus (47.5%), adenomyosis (25%), endometrial polyp (7.5%) and endometrial 
hyperplasia (6.25%) were the common causes in patients presenting with menorrhagia to Naseer Teaching 
Hospital causing disruption and psychological problem for females. 


KEYWORDS: 


Type your text 


INTRODUCTION 


Menorrhagia, Fibroid uterus, endometrial polyp 


Menorrhagia is a grave problem of women due to lack of awareness and negligence. It can 
cause Disruption and psycological problems for many women. The purpose of my study was 





Correspondence: 
Dr. Anjum Ara 
Naseer Teaching Hospital 
Contact: 0300-5856180 
Email: ajnumara456@yahoo.com 
https://doi.org/10.37762/igmds.2-1.56 











to find out the leading causes of menorrhagia in females and its 
effects on their health. Menorrhagia is defined as excessive cyclic 
uterine bleeding that occurs at regular intervals over several cycles, 
or prolonged bleeding that lasts for more than seven days '. Average 
menstrual blood loss is between 30 and 40mI per cycle 2. An early 


population based study concluded that the upper limit of normal menstrual blood loss was between 
60 and 80ml, with upper limit subsequently adopted as the classic definition of 
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menorrhagia * 4. Menorrhagia is one of the most common complaints in otherwise healthy women 
5.One in three women experienced the problem at some stage in their lives ’. 7300 hysterectomies 
are performed annually in UK, of which 35-64% are for menorrhagia. In up to 50% of these cases 
no pathology is found on histological examination of the uterus.Causes of menorrhagia may be 
local, systemic or dysfunctional. Established risk factors for menorrhagia include age ®. 
leiomyomata ° and endometrial polyp '°. Parity, body mass index and smoking are not risk factors 
8. For some women, a cause of menorrhagia is not identified. Abnormalities of platelet function, 
such as Von willebrands disease, appear to be more prevalent in women with menorrhagia than in 
the general population '’. There are no data suggesting that lower quality of life occurs more 
commonly in women with menorrhagia and Von willebrand’s disease than in those with menorrhagia 
alone '*. The most common anatomic causes in menstrual disorders in premenopausal women are 
uterine polyps and submucous Fibroid '%, although disturbance of prostaglandin synthesis or 
metabolism or local coagulation mechanism may be involved. Other local causes include 
leiomyoma, adenomyosis, endometriosis, endometrial polyps, intrauterine contraceptive devices, 
endometrial hyperplasia,endometrial adenocarcinoma, polycystic ovarian disease congenital 
anomalies of uterus and sometime myometrial hypertrophy and uterine vascular malformation 
12,13,14,15,16,18 In rare Cases menorrhagia can occur as a result of systemic disease which results in 
hepatic and renal impairment. Both hypo and hyperthyroidism can also cause heavy menstruation 
17 In most of the cases no cause can be found. In a retrospective study of 117 menorrhagia patients 
by Syeda Batool Mazher it was found that in more than half of the patients with menorrhagia, no 
obvious abnormality was detected on examination and routine investigations "°. 


A Full blood count is useful to determine hemoglobin level and can be used to monitor 
treatment with haematinics 2°.An ultrasound scan of pelvis and abdomen is a useful tool in diagnosis 
and for describing masses suspected or actually found on physical examination especially in obese 
women where examination can be suboptimal 7°.An endometrial biopsy should be taken if a woman 
is over 40 or under 40 with particular risk like tamoxifen use, unopposed estrogen or obesity 7°. 


METHODOLOGY 

This case series study was conducted in Gynea unit of Naseer Teaching Hospital Peshawar 
over a period of one year form June 2006 to May 2007. All the patients were outdoor patients. 
Eighty patients with menorrhagia between 21-50 years of age were studied. Pre questioning was 
done in 10% of cases to make necessary changes in my questionare and final questionare was 
made. The purpose and benefits of the study were explained to all patients and they were assured 
that study is done purely for data publication and research purpose. Moreover they were also 
assured tha their confidentiality will be maintained. Detailed questions including age, 
socioeconomic status, parity, amount, duration and pattern of bleeding, number of sanitary pads 
soaked, any associated gynecological problem like dysmenorrhea, infertility, symptoms suggestive 
of myxedema or bleeding disorder, hormonal treatment or history of intrauterine contraceptive 
device were recorded on a performa. Detailed abdominal and pelvic examination was performed 
and patient investigated accordingly. All the patients having menstrual blood loss of more than eight 
days or history of passage of clots or having hemaoglobin less than 10 gram per deciliter were 
included in the study and patients having puberty menorrhagia, less than 20 years of age, 
postmenopausal patients and patients on hormone replacement therapy were excluded. 


RESULT 


Over a period of one year, 80 cases of menorrhagia were seen. The common age group 
was above 40 years (63.75%). Twenty nine (36.25%) cases were in the age range between 21-40 
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years. Considering parity 30 patients had 1-5 parity, 25 had parity between 6-8, 25 patients had 
more than 8 parity (table 1). Regarding the casue of menorrhagia 38(47.5%) patients had fibroid 
uterus while 20 (25%) had adenomyosis. Endometrial polyp was found in (7.5 %) (table 3).All of 
them were anemic at the time of presentation. (Table 2) 


Table: 01 Age And Parity Wise Distribution 
Of Sample n=80 























S.No | Age Range Frequency Percentage 
1 21-40 29 36.25% 

2 >40 years 51 63.75% 
S.No Parity Frequency Percentage 
1 1-5 30 37.5% 

2 6-8 25 31-25% 

3 More than 8 25 31-25% 




















Table: 02 Investigations Of Sample n=80 














S. No HB Frequency | Percentage 
<6gm% 1 1.25% 

1 6-8 gm% 45 56.25% 
>8-<10 gm% 34 42.75% 
Ultrasound: 

2 Transabdominal 63 70.75% 
Transvaginal 17 21.25 

















Table: 03 Causes of Menorrhagia in Sample n=80 





























S.No Causes ee Percentage 
1 Fibroid uterus 38 47.5 % 
2 Adenomyosis 20 25% 
3 Endometrial polyp 6 7.5% 
4 Endometrial hyperplasia 5 6.25% 
5 Endometriosis 1 1.25 
6 Ch. Endometritis 1 1.25% 
7 IUCD induced 4 5% 
8 Injectable Progestogens 5 6.25% 




















DISCUSSION 

The causes of menorrhagia may often be recognized on careful history and examination 
alone, although the majority requires more thorough evaluation. Causes may be local, systemic and 
dysfunctional. In our study all patients with menorrhagia had some cause on examination and 
routine investigation which is against the result of a retrospective study of 117 menorrhagia patients 
by Mazhar?? where in more than half of the cases no cause was found. In our study of 80 patients 
with menorrhagia the most common cause was leiomyoma which was commonest organic lesion 
of the uterus and was found in 47.5% of cases. This is comparable with the prospective study of 
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121 patients with menorrhagia by Shagufta Shaheen?' who reported it to be 47.10% Adenomyosis 
was found in approximately 20% of removed uterus and probably is of more clinical significance 
than is generally recognized. In a study adenomyosis was found to be diagnosed correctly before 
surgery in 10% of cases *. In our study it was found in 25% of removed uteri (on histopathology) 
while in study by Shagufta Shaheen it was found in 30.05% 2". 


Chronic endometritis has been known to follow pregnancy or abortion. It may be a result of 
intrauterine contraceptive device or accompanied by mucopurulent cervicitis and pelvic inflamatory 
disease” . In a study conducted by Goldsten, 26(17%) women with menorrhagia had isolated 
endometritis?°. While in my study it was seen in 1.25% cases. Chronic endometriosis was found in 
1.25% cases which is compared to Mackenzie where its incidence was 0.8%°°. 


Endometerial hyperplasia can be caused by exposure of endometrium to continuous 
estrogen unopposed by progesterone. The diagnosis of endometrial hyperplasia should be 
suspected in women with prolonged, frequent or irregular uterine bleeding. In particular abnormal 
uterine bleeding in perimenopausal women is the most common symptom of endometrial neoplasia, 
although such bleeding is usually 80% due to a benign condition”®. In my study the incidence of 
endometrial hyperplasia was 6.25% compared to study conducted by Fayaz S and Luqman where 
the incidences are 4.68% and 4% respectively’. 


CONCLUSION 
Fibroid uterus and Adenomyosis are the most common causes of menorrhagia found mostly 
in multigravidas causing anemia leading to disruption and psychological problems for many women. 


RECOMMENDATIONS 

Increased awareness of the problem and precise diagnosis using transvaginal ultrasound, 
endometrial sampling is required for the detection of the cause which will allow more precise 
treatment of the individual case. 
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FREQUENCY AND RISK FACTORS ASSOCIATED WITH POSITIVE CASES OF HEPATITIS B 
AND HEPATITIS C IN 100 DIALYSIS DEPENDENT PATIENTS. 


Riaz Gul’, Ahmad Zeb?2, Naila Sher’ 


1. Kabir medical college 
2. Khyber Teaching Hospital 


ABSTRACT 


Objectives: 
The main objective of the study was to determine the frequency of hepatitis B and hepatitis C in hemodialysis 
dependent patients who are positive for either type of hepatitis infection. 


Methodology: 

Study was conducted for duration of five months (1st Dec 2014- 23rd April 2015) at nephrology unit of Khyber 
teaching hospital and kidney center of Hayat Abad medical complex. Patients who were dependent on dialysis 
with renal failure due to any cause were targeted for the study. All patients who were found positive for either 
type of hepatitis infection were included in the study. All patients who were positive with hepatitis infection 
before the start of dialysis and those who came for the first time for dialysis were excluded from the study.A 
semi structured questionnaire with both open and close ended questions was used to collect the information 
from the patients. Written consent was taken from all the patients prior to the data collection after explaining 
purpose of the study. It was a cross sectional study and non-probability convenient sampling technique was 
adopted for the data collection. Total of hundred patients who were positive for hepatitis were taken as sample 
size. Patient’s record was also thoroughly checked as an adding tool for data collection. Apart from patients 
some inquiry was also done from the concerned staff working on dialysis machines. 


Results: 

Results of this study show that the prevalence of hepatitis infection is more in dialysis dependent patients as 
compared to the general population, and that among the positive cases the frequency of hepatitis C was more 
than hepatitis B. Common risk factors associated with increase prevalence of hepatitis infection among 
hemodialysis dependent patients are frequent blood transfusion without proper screening, lack of proper 
sterilization of dialysis machine and environment where dialysis is carried out. Close proximity of the patients 
with positive cases of hepatitis positive patients, previous surgical procedures carried out, history of hepatitis 
infection in family and decreased immunity of the dialysis patients 


Conclusions: 
Frequent dialysis leads to increase frequency of hepatitis C as compared to hepatitis B and unsterilized 
environment of the area around the machine and unscreened blood transfusion are the major contributors. 


Key words: 
Dialysis, nephropathy and sterilization. 


INTRODUCTION 


Dialysis has been identified as a major risk factor for infection with Hepatitis B and Hepatitis 
Correspondence: C virus with significantly higher rates of sero-conversion observed in 
Dr. Riaz Gul hemodialysis patients as compared to general population.’* Hepatitis 
Kabir Medical College is caused by different viruses and is always a major issue in patients 
Contact: 0345-9386866 eae 
who are on dialysis for their survival. The basic pathology is the 
inflammation of liver and the patient usually 





Email: riazgul_70@yahoo.com 








https://doi.org/10.37762/jgmds.2-1.57 
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present with the common symptoms of jaundice, malaise, fever, loss of appetite and abdominal 
pain.? the common types of hepatitis infection are A, B, C and D. the main concern of this study 
was with hepatitis B and C, which are both blood borne infections. Dialysis is a lifesaving procedure 
in end stage renal disease. Major indications for dialysis are uremia caused by many conditions like 
electrolyte imbalance, metabolic acidosis; acute poisoning and volume overload.* As compared to 
other types of hepatitis, the prevalence of hepatitis B and hepatitis C is more in hemodialysis 
patients. The different risk factors responsible are frequent blood transfusion, low level of immunity 
of the patient, lack of proper screening of the blood, improper sterilization of the dialysis machine 
and the area where dialysis is carried out, duration of dialysis and lack of expertise of the staff who 
are working on dialysis machines and taking care of the patients.° 


Even with much advancement in the field of medicine Hepatitis B and C virus infection are 
still a major point of concern for the health care personnel who takes care of the dialysis patient. 
Since the introduction of precautionary measures like Introduction of HBV vaccination, isolation of 
HBV and HCV positive patients, use of dedicated dialysis machines and regular surveillance for 
these infections have significantly reduced the spread of these infections.°But still even in 
developed countries today the level has not reached to negligible level. Still positive cases are 
reported in these patients and particularly more in developing countries.’It has been observed in 
different parts of the world that the prevalence of both types of hepatitis infection not only varies 
between different dialysis patients of different countries but also in same country with different 
dialysis units. 


A major risk factor for high prevalence of both hepatitis B and C is the frequent blood 
transfusions to these patients. Among both types, hepatitis C predominantly more prone to be 
transferred through blood transfusion as compared to hepatitis B, and the major factor contributing 
to this is the lack of proper screening of the blood.® Apart from lack of screening, some blood donors 
may be missed by current screening procedures and these need to be reassessed.°From studies it 
has been observed that the incidence of new cases of hepatitis are less as compared to those 
already diagnosed and are on maintain ace therapy. This could be due to much improved screening 
program than before.'° Another important finding which has been observed by different research 
workers is that the prevalence of both types of infection is more in patients with a history of previous 
renal transplant and the probable cause could be the infected donor kidney or perioperative blood 
transfusions. This finding forced the healthcare providers to think of better screening of the kidneys 
before transplant. 


The distribution of HBV worldwide is approximately 350 million people and HCV is 170 
million people."'the prevalence of HBV is 2.4% while it is 3% for hepatitis C in Pakistan.’ the 
prevalence rate is quite high in dialysis dependent patients and almost reaches to around 10 — 15%. 
In Pakistan according to researches carried out. The prevalence in some countries of the Asia it 
reaches to around 22.9% the prevalence of hepatitis B in dialysis dependent patients is much lesser 
than C and ranges between 2.1% and 4.6% in Western countries.'? In Pakistan a study was 
conducted regarding the prevalence of hepatitis B and C in four hemodialysis centers on dialysis 
dependent patients and was found to be 8.1% and 22%. Respectively.'? Another study was 
conducted in Libya in 2012 on 831 patients, in which 7% patients were infected with HCV while 1% 
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with HBV." result of these studies shows that the prevalence rate of infection in Pakistan, among 
patients on dialysis is consistently higher than in healthy populations, suggesting that dialysis 
patients may be at higher risk of acquiring both types of infections. The purpose of this study is to 
determine the frequency of different types of hepatitis in hemodialysis dependent patients and to 
identify different causes that led to these infections in such cases. This will be a sort of unique study 
of its type in Peshawar as no previous research has been conducted and will help us to prevent the 
occurrence of both types of hepatitis in community in general and particularly in patients who are 
on dialysis for their survival. 


METHODOLOGY 

Approval was taken from department of community medicine and ethical committee of 
university. It was a cross sectional study conducted for duration of 5 months i.e. from 1st December 
2014 to 23rd April 2015.All the patients admitted in tertiary care hospital (Khyber Teaching Hospital 
and Kidney Center) was targeted. Hemodialysis dependent patients were taken as study 
population. All hemodialysis patients of KTH and kidney center having positive history of HBV and 
HCV were included in the study while Patients having hemodialysis for first time were excluded 
from the study. 100 dialysis dependent patients who were HBV or HCV positive were included in 
the study through non probability convenient sampling technique. A semi structured questionnaire 
was designed having both open and closed ended questions. Responses were taken after informed 
consent. A pilot study was conducted on 10% sample size in order to check the feasibility 
.applicability and analysis of results. Data collected was presented in the form of tables and graphs. 
Data analysis was carried out through flow sheet. 


RESEARCH VARIABLES 

Dependent variable: HBV and HCV positive dialysis dependent patients. 

Independent variables: Dialysis, Blood transfusions, Environment of dialysis area, 

Family history of HBV and HCV, Surgical procedures 

Confounding variables: Lack of proper sterilization of machines, Close contact with positive cases, 
Intravenous drug abusers, multiple sex partners, Vaccination against hepatitis, Lack of proper 
screening of blood. 


RESULTS 

During the study, 100 patients from Khyber Teaching Hospital and Kidney Center were 
included. Out of 100 patients 62 were male and 38 female (table # 1.1). Among these positive 
cases, 12 were infected with HBV while 88 were infected with HCV which is shown in (table # 1.2). 
In order to study the risk of HBV and HCV infection, we examined the time on hemodialysis, 18 
patients who were diagnosed with HBV and HCV infection, were on hemodialysis for less than a 
year while 82 patients who had the infection, were on hemodialysis for more than a year. This is 
presented in (table# 1.3). 15 of the patients got the virus in less than 6 months after the start of 
hemodialysis. 49 patients got it in 6 to 12 months after the start of hemodialysis. 31 patients were 
infected after 1 to 3 years and 5 patients got it after 3 to 5 years. Table # 1.5show surgical 
procedures done in the patients before diagnosis, 15 patients have undergone surgery. In these15 
patients, 4 had kidney transplants (table # 1.6). 15 patients out of 100 had family history of hepatitis 
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(table # 1.7). Table # 1.8 shows the indications for hemodialysis. Most of the patients were admitted 
due to hypertension and uremia. 


1.1: gender wise distribution of patients with HBV and HCV. 


1.2: Frequency of Hemodialysis Patients diagnosed as HBV or HCV: 


1.4 Frequency of patients who underwent surgical procedures: 


1.5 Frequency of patients with renal transplants 


1.6: Frequenc 

















Gender | Frequency | Percentage 
Male 62 62.0 

Female 38 38.0 
Total 100 100.0 
































Frequency | Percentage 
HBV 12 12.0 
HCV 88 88.0 
Total 100 100.0 











1.3: Length of Hemodialysis: 




















Frequency | Percentage 
< 1 year 18 18.0 
> 1 year 82 82.0 
Total 100 100.0 





























Frequency | Percentage 
Yes 15 15.0 
No 85 85.0 
Total 100 100.0 


























Frequency | Percentage 
Yes 4 4.0 
No 96 96.0 
Total 100 100.0 














y of patients with family history of hepatitis: 

















Frequency | Percentage 
Yes 15 15.0 
No 85 85.0 
Total 100 100.0 














1.7: Indications for hemodialysis 


























Frequency | Percentage 
Nephropathy 16 16 
Volume Overload 11 11 
Hypertension 23 23 
Uremia 26 26 
Electrolyte 
1 1 

Imbalance 

TOTAL 100 100.0 














September 2015- March 2016 


12 


FREQUENCY AND RISK FACTORS ASSOCIATED WITH POSITIVE CASES OF HEPATITISBANDHEPATITISCIN 100 DIALYSIS DEPENDENT PATIENTS J G M D S 





DISCUSSION 

This study shows a high prevalence of HBV and HCV infection in patients dependent on 
hemodialysis. The frequency of HBV and HCV in hemodialysis was found to be higher than the 
general population. Out of the 100 positive patients, 12 were infected with HBV while 88 were 
infected with HCV. This observation is in agreement with a previous study from Libya showing that 
the highest prevalence of HCV was observed in HD patients than HBV. 


Our study reveals that there is increased transmission of HBV and HCV infections during 
hemodialysis of chronic kidney diseases (CKD) patients and most possible causes could be blood 
transfusions, lack of proper sterilization of the hemodialysis machine and environment, family and 
surgical history. A potential contributor to the blood transfusion phenomenon is that significant 
cellular immune disturbances typically occur in hemodialysis patients. Other sources of infection 
like renal transplants reuse of dialyzers and cross infection may also contribute to some extent. 
Globally the prevalence of HCV among patients receiving HD varies from as low as 6.1% in 
Germany to as high as 76% in Casablanca '* The prevalence of both types of hepatitis is high in 
Middle East and North America in general population and in hemodialysis dependent patients. 
Studies conducted before show the prevalence of hepatitis in hemodialysis dependent in Saudi 
Arabia as high as up to 50%, in 42% in Tasmania and around 20.2% in turkey. In contrast, the 
observed prevalence of HBV infection (2.6%) is similar to the general population and similar to that 
reported in HD patients in other regions including Europe (4.1%), Japan (2.2%) and the USA (2.4%). 
In a study conducted on a sample of 8615 dialysis dependent patients from 308 dialysis centers in 
Europe and United States reported that the prevalence of hepatitis B in these patients was up to 
6.6 %. While studies conducted in less developed countries shows that the prevalence rate is up to 
20 %.'*the results of this study also reflects the prevalence rate in general population as well as the 
quality of health care facilities in a community and the standards of infection control practices in 
hemodialysis units. 


Initially when proper blood screening program was not introduced in HD unit’s _ positive 
history of blood transfusions and number of blood transfusions was found to be strongly associated 
with HBV or HCV infection and was considered as one of the major cause of transmission of 
infection in these patients. A large proportion of patients had previously received blood transfusions. 
It has been confirmed that though administration of blood products is the main risk factor for 
developing HBV and HCV, duration of hemodialysis is also an independent risk factor which could 
be due to patient to patient transmission during hemodialysis.'® Another factor responsible for 
transmission of infection in hemodialysis dependent patient is the history of renal transplant. In such 
cases the transmission occurs from infected donor.'” so proper screening of the kidneys for positive 
cases are also required for prevention of infection. Another concern raised by this study is that HBV 
or HCV infection was associated with a history of HD in another center.'’further duration of dialysis 
is another factor associated with transmission of infection. Those with longer duration are more 
prone to get the infection. The principal of this transmission is the nosocomial transmission related 
to dialysis since longer duration of dialysis represents a longer period at risk of acquiring an 
infection. Similar observations have been reported by other authors. Out of 100 patients studied, 
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the present results showed there were 62 males and 38 females. This is in accordance with two 
studies done before which also showed the more frequency of male patients getting HBV and HCV 
infections through dialysis; one study showed out of 108 patients screened during the study period 
of three months, 83.03% were males and 16.7% were females"®, and another conducted in Basra 
showed out 122 patients studied, the present results showed that 70(57.4%) were males with 
significantly elevated (P<0.01) than 52(42.6%) females '*. Several limitations of this study should 
be conceded. Medical records were often incomplete and additional clinical information was 
frequently obtained by interviewing staff and patients. The reuse and proper sterilization of the 
dialyzers is also a potential risk factor for the spread of HBV and HCV. Most of the patients got the 
virus after the start of hemodialysis. As routes of transmission are still unclear, detection of all 
infected patients is mandatory for HBV and HCV prophylaxis in hemodialysis patients. 


CONCLUSIONS 

The prevalence of HBV and HCV infection is more in hemodialysis patients as compared to 
general population. Risk of getting HCV from dialysis machine is more than HBV. Common risk 
factors associated with spread of HBV and HCV are: 
1. improper sterilization of dialysis machine and environment 
2. Improper screening of blood 
3. Positive family history of HBV and HCV 
4. Surgical history 
5. Unsterilized instruments 


RECOMMENDATIONS 

The dialysis unit and machines should be properly sterilized. Proper screening of blood 
should be done for HBV, HCV and HIV. Encourage to patients to have donors of their own family. 
Surgical instruments should be properly sterilized. All patients of CKD should be vaccinated against 
Hepatitis B by following the standard vaccination norm. Blood screening methods needs further 
improvements and newer techniques like PCR, ID-NAT, etc. 
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ABSTRACT 


OBJECTIVE: 
The objective of the study was to determine the complications of tonsillectomy and management of these the 
complications. 


MATERIAL AND METHODS: 

The study was Randomized controlled trial conducted from 1%‘ January 2008 to 31 December 2009 (of two 
year duration) at ENT Department Khyber Teaching Hospital, Peshawar. Total 2156indoorpatientsof all age 
ad both sex, underwent tonsillectomy were included in the study. 


RESULTS: 

In my study all of the 2156 patients underwent tonsillectomy were having pain in which 1176 patients (56%) 
with mild to moderate pain and 980 patients (44%) with severe pain, 1274 patients (59%) nausea and 
vomiting, 129 patients (7%) bleeding, 19 patients (<1%) airway obstruction, 273 patients fever and infection, 
17 patients (<1%) pneumonia, 126 patients (6%) dehydration, and injury to surrounding structure like teeth 
injury in 105 patients (5%), temporary uvular or tongue edema in 367 patients (17%), and other rare 
complications (<1%) like temporomandibularjoint dislocation in 7 patients, Grisel’s syndrome in 5 patients, 
atlanto-axial joint subluxation in 1 patient and glossopharyngeal nerve damage in 3 patients. 


CONCLUSION: 
Though tonsillectomy is a routine and safe surgery can result in morbid complications and can cause death. 
By adopting pre and per-op basic steps can minimize the complications of tonsillectomy. 


KEY WORDS: 
Tonsillectomy, Complications of tonsillectomy, pre and post-op steps in tonsillectomy 


INTRODUCTION 
Tonsillectomy is one of the most common surgical procedures performed worldwide. ' 
Mortality rates for the operation range from 1 in 10,000 to 1 in 35,000, with morbidity rates ranging 














Correspondence: from 1.5% to 14%.*The most common complications include pain, 
Ot EN bleeding, nausea and vomiting. Less common complications include 

Town Teaching Hospital , : : : : : 
Contact: 0302-5563597 airway obstruction, fever and infections, pneumonia, dehydration and 
Email: drmrf@hotmail.com injury to surrounding structure like teeth, uvula and tongue. The rare 
https //doi.org/10.37762/jgmds.2-1.58 complications include temporomandibular joint dislocation, Grisel’s 


syndrome, atlanto-axial joint subluxation, glossopharyngeal nerve damage, subcutaneous 
emphysema, velopharyngeal incompetence or nasopharyngeal stenosis and otalgia.*.The 
indications for tonsillectomy are tonsillar infections (attacks of acute tonsillitis, peritonsillar abscess 
unresponsive to medical management and drainage documented by surgeon and chronic or 
recurrent tonsillitis associated with the streptococcal carrier state), tonsillar hypertrophy (causing 
airway obstruction, severe dysphagia, sleep disorders, or cardiopulmonary complications 


September 2015- March 2016 16 


COMPLICATIONS OF TONSILLECTOMY AND MANAGEMENT J G M D S 





and dental malocclusion or adversely affecting orofacial) and neoplasms (unilateral tonsil 
hypertrophy or ulceration).* 


Different techniques of tonsillectomy include, cold steel method (Scalpel, dissector, 
guillotine),hot diathermy (BiClamp forceps),pbowered intracapsular. Microdebrider,Harmonic 
scalpel, Coblation Bipolar and CO2/KTP lasers.° Preoperatively important steps are taken like, 
overnight observation for high-risk patients with sleep apnea, coagulation disorders, or other 
underlying diseases, younger than 4 years of age or living a long distance from the hospital. 
Informed consent bleeding, post-op pain, referred notalgia and dehydration. Inquiry about previous 
surgeries of any upper airway obstruction, difficulty cervical extension spine, or enzymatic 
(pseudocholinesterase) deficiencies should be done. Anesthesia fitness like any comorbid disease 
and Mallampati score (1 of 4 classes derived by visualizing the base of the uvula, the tonsillar pillars, 
and the soft palate) to predict the ease of intubation) Stop page of certain medications like aspirin 
and other anti-platelet aggregation drugs 7 days before surgery and naproxen and other non- 
steroidal anti-inflammatory drugs 4 days before surgery.°Order lab tests like complete blood count, 
bleeding and clotting times and viral profile (HBsAg, anti-HCV and HIV).’°Neck radiographs should 
be taken prior to surgery to assess the atlanto-axial joint stability in patients with Down syndrome.® 
7,8,9, 10. Per-operatively the use of dexamethasone significantly decrease post-op pain, nausea and 
vomiting while the grade of surgeon and meticulous surgical technique result in low pain as well as 
other post-op complications. Other than cold steel method different techniques are used to minimize 
certain complications of tonsillectomy."' ' 


Postoperatively pain can be minimized by use of high dose of acetaminophen, (with or 
without codeine) and celecoxib (selective COX inhibitor).'7Honey has also got a valuable effect and 
can be used as an adjunctive regimen. '* Antiemetic use and avoidance of post-op opioids such as 
codeine or tramadol minimize pos-top nausea and vomiting,"*In less bleeding use of ice cubes, 
application of local adrenaline pack and I\V_ trans-aminic acid are affective while in case of 
excessive bleeding, patient will need to be rushed to an OT to control the bleeding, protecting the 
airway and stabilizing hemodynamic status.‘*Acute airway obstruction needs prompt removal of 
clots, dislodged tonsillar tissue, loose teeth, gauze piece and parts of surgical instrumentation from 
airway and steroid for edema of the surrounding structures.” Antibiotics is used to reduce the risk 
of infection in the traumatized region and facilitate a return to normal activity sooner.'®?Emphysema 
and pneumo-thorax are treated conservatively with broad-spectrum antibiotics, avoidance of 
coughing, vomiting, and straining, suturing the injured mucosa and rarely tracheotomy or even a 
thoracotomy. '’Encourage the patients to resume oral intake of fluids and, when necessary, provide 
analgesia to facilitate the process or re-admit the patient to achieve better pain relief and restore 
hydration.2°Spontaneous healing often occurs within several weeks if taste disorder due to 
glossopharyngeal nerve damaged during dissection or electrocautery,2' Injuries due to 
hyperextension like mandibular condyle fracture, dislocation or stress injury of the (TMJ) are treated 
with analgesia, soft diet, and possible surgical reduction,??Atlanto-axial joint dislocation or 
subluxation and Grisel’s syndrome disorder require rest, neck immobilization, and antibiotics.”° 


RESULTS 

In my study out of total 2156 patients, 824 (38.2%) were 5-10 years, 746 (34.6%) were 11- 
20 years, 545 (25.3%) were 21-30years and 41 (1.9%) were above 30 years of age as shown in 
table #1. Both sex groups were included. Out of 2156 patients 1229 (57%) were male and 927 
(43%) were female as shown in figure #1. Clinical features in total of 250 patients 2084(96.7%) 
were having of sore throat, obstructive symptoms in 245(11.4%), enlarged tonsils in all 2156 
(100%), enlarged tonsils in ears in 2156 (100%), palpable cervical (jugulo-digastric) lymph nodes 
in 1996 (92.6%) and mouth breather 582 (26.9%) as shown in table #2. The complications were 
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divided into most common, less common and rare. The most common complications rate in my 
study was that out 2156 patients 1342(62%) were having post-op mild pain while 288(18) severe 
pain 474 patients (22%) nausea and vomiting, 323(15%) mild bleeding (controlled by local measure) 
while <1% severe bleeding (controlled in operation theatre) as shown in table # 3The less common 
complications were dehydration in 121 (5.6%), infections in 43 (1.9%), injury to teeth in 56 (2.7%) 
and edema of uvula in 67 (3.1%). As shown in table # 4. The rare complication were airway 
obstruction in 4 (0.2%), TMJ disorder in 2 (0.1%), taste disorder in 1 (0.05%), pneumo-thorax in 2 
(0.1%), Griesel’s syndrome in 1 (0.5%) and atlento-axial dislocation in 1 (0.5%) patients as shown 
in table # 5. 


Table:1 Age Distribution 

















Age in Years Number of patients % 
5-10 Years 824 38.2% 
11-20 Years 746 34.6% 
21-30 years 545 25.3% 

Above 30 years 41 1.9% 

















Figure # 1; Sex distribution figure 1 
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@ female 





Table: 2 Clinical features 
































Symptoms Number of patients | % 
Sore throat 2084 96.7% 
Obstructive symptoms 245 11.4% 
Enlarged tonsils 2156 100% 
Enlarge jugulodiagastric lymph 1996 92.6% 
nodes 

Mouth breathers 582 26.9% 





Table: 3 The most common complications of tonsillectomy 























Complications Number of Patients % 
Mild pain 1342 62.2% 
Severe pain 288 13.3% 
Nausea and vomiting 474 21.9% 
Mild bleeding 323 10.8% 
Severe bleeding 21 <1% 














Table # 4: the less common complications of tonsillectomy 
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Complications Number of Patients % 

Dehydration 121 5.6% 
Infections 43 1.9% 
Injury to teeth 56 2.7% 
Edema of uvula 67 3.1% 














Table: 5 rare complications of tonsillectomy 
Complications Number of Patients % 
2% 
1% 
.05% 
1% 
.05% 
.05% 








Airway obstruction 
TMJ disorders 

Taste disorder 
Pneumothorax 
Griesel’s syndrome 
Atlento-axial disloation 
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DISCUSION 

Though tonsillectomy is a routine and safe surgery, but not without complications. Pain, 
nausea and vomiting, dehydration the morbid complications while bleeding and airway obstructions 
are the main causes of motility. According to large-scale study, almost all the patients undergone 
tonsillectomy have mild to moderate pain and nearly 50% experience severe pain, despite an 
appropriate around-the-clock dose of acetaminophen with codeine’? Up to 89% of children 
undergoing tonsillectomy have post-op vomiting and nausea."’ Bleeding, followed by hypo-volumic 
shock, is the most common cause of morbidity and mortality among patients undergoing 
tonsillectomy, affecting an estimated 0.5% to 10%. Approximately 1 in 200 patients returns to the 
operating room (OR) so that the bleeding can be controlled. Mortality from bleeding is 2 in 10,000 
tonsillectomies. Most cases of fatal post-op bleeding occur within the first 24 hours after surgery’? 
20 In USA, overall, 11.6% of patients revisit to hospital due to complications, which include bleeding 
(41.3%), acute pain (22.1%), and fever/dehydration (13.2%). Among all tonsillectomies, 4.8% of 
adult tonsillectomies presented with a bleeding and overall, 2.2% underwent a procedure to control 
bleeding at a first revisit.*° 


One study in India, 9.3 % were readmitted with hemorrhage with cold steel dissection 
method was 1.5 % compared to 6.7 % for Coblation, 6.3 % for bipolar dissection and 1.9 % for 
Helica thermal coagulation method. Overall consultants had a post tonsillectomy hemorrhage rate 
of 5.5 % and middle grades had a rate of 3.7 %. 86.5 % of the patients were already on routine 
prophylactic oral antibiotics at the time of presentation with hemorrhage needing surgical arrest and 
13.5% were not on antibiotics. There was statistically significant difference in secondary 
hemorrhage rate between Coblation and cold steel dissection methods. Coblation tonsillectomies 
had an increased need for operative intervention to control secondary hemorrhage. Routine use of 
antibiotic and expertise of operating surgeon had no bearing on secondary hemorrhage rate.*? 

In another study, use of dexamethasone showed significantly less postoperative early vomiting, 
significantly less pain and less painful swallowing after tonsillectomy.*° 


CONCLUSION 

Though tonsillectomy is a routine and safe surgery can result in morbid complications and 
can cause death. By adopting important pre and per-op basic steps can minimize the complications 
of tonsillectomy while proper management of these complications can minimize the resulted 
morbidity and mortality. 
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ABSTRACT 


Objective: 
To evaluate the safety regarding anastomotic failure of single layer interrupted extra mucosal intestinal 
anastomosis in comparison with double layer intestinal anastomosis 


Methodology: 

This prospective comparative study was conducted in surgical A unit of Lady reading Hospital Peshawar from 
1st June 2007 to 1st February 2008 (8 months).Patients were divided into two groups, each comprising 60 
patients. First 60 consecutive patients were included in Group A, for single layer extra mucosal anastomosis 
while Group B included last 60 consecutive patients for double layer inverting anastomosis (continuous inner 
and interrupted outer Lambert sutures). All the cases were admitted through OPD and emergency. The 
safety of two techniques of anastomosis was analyzed by comparing the outcome in terms of complications. 


Results: 

In this study, anastomosis leakage occurred only in 4 (3.33%) patients, one (1.67%) in group A and three 
(5%) in group B with a P-Value 0.138. Mean age of patient in group A was 36.15 years (+/- 6.0 years) and in 
group B was 33.25 years (+/- 5.5 years). 


Conclusion: 
Single layer extra-mucosal anastomosis has least anastomotic leakage and other complication like wound 
infection, septicemia, and collection and burst abdomen than in patients with double layer investing 
anastomosis. 


Key Words: 
Anastomosis, extra-mucosal, single layer and leakage 


INTRODUCTION 
Intestinal anastomosis is a surgical procedure to establish communication between two 
formerly distant portions of the intestine. This procedure restores intestinal continuity after 














Correspondence: removal of a pathological condition affecting the bowel. Intestinal 

Dr. Bilal Khattak anastomosis is one of the most commonly performed surgical 

psec tlk eer are procedures, especially in the emergency setting, and is also 

Email: drbilalkhattak@yahoo.com commonly performed in the elective setting when resections are 
https://doi.org/10.37762/jgmds.2-1.59 carried out for benign or malignant lesions of the gastrointestinal 


tract’. Controversy regarding single versus double layer anastomosis goes as Senn after Hallstead 
in 1883, proposed interrupted extra mucosal suturing. Then Senn in 1887 advised 
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double layer anastomosis. By 1931 more than 52 techniques for (GI anastomosis) had been 
described.2? A number of anastomotic techniques are available but because all compromise 
healing none can be considered prefect.*An insecure intestinal anastomosis is an unacceptable 
iatrogenic hazard. The breakdown of suture line or anastomosis may result in haemorrhage, 
leakage, stenosis, diverticulum formation and ultimately faecal fistula with septic complications. The 
sound healing process of anastomosis depends mainly on anastomosis technique, which is the 
most important determinant.°The mechanical strength of the intact intestinal wall was conditioned 
by the submucosa and muscularis, while the serosa and mucosa showed no significant strength.® 
7. Double layer anastomosis produces mucosal inversion and serosal apposition. The first layer is 
done by taking sutures through all coats of the gut wall and in the second layer serosa is 
approximated. The inner layer is believed to be haemostatic but there are chances of strangulation 
of mucosa due to damage to submucosal vascular plexus.’In single layer technique; only 
seromuscular layer of the gut wall is approximated. This technique incorporates the strongest layer 
of the gut and causes minimal damage to the submucosal vascular plexus.° 


The objective of this study was to evaluate the safety of single layer interrupted 
extramucosal intestinal anastomosis in comparison with double layer intestinal anastomosis with 
hypothesis that both are equal in term of safety( judge by the time needed by the gut to heal and 
return of bowel sounds). 


METHODOLOGY 

This prospective comparative study was conducted in Surgical A unit of lady Reading 
Hospital, Peshawar. The sample size was 120 patients from outpatient department and emergency 
department. Sampling was done through simple convenience sampling and first sixty patients were 
allotted to single layer anastomosis (group A) and 60 patients to double layer anastomosis (group 
B). Pre-operative preparation of the patients was different in those cases who were admitted 
through causality as compared to those patients who were admitted through OPD.The reason was 
that the patients who were admitted through causality were having intestinal obstruction, acute 
abdomen or trauma, all needing urgent exploration as compared to the patients admitted through 
OPD.OPD patients were admitted two to three days before the surgery in order to fully prepare the 
patient. 


All adults patients (>14) of age of either sex were included in the study. In emergency only 
those patients were selected in whom segmental resection and anastomosis was performed. 
Patients with oesophageal, gastric, gastrojejunal and colo-anal anastomosis were excluded from 
the study. All the data was entered on a pre-designedproforma which included: Demographic detail, 
operative findings, operating technique, operative and postoperative complications especially 
anastomotic leak, wound infection, cardiopulmonary complications, hospital mortality and duration 
of hospital stay. Sample size was calculated through computer based software” Sample size 
determination in health studies by WHO” and expected prevalence of 35% ‘expected error of 8% 
and 95% level of confidence. The data was processed on the SPSS version 16. Student’s t-test 
was used to analyze the continuous data. Fischer exact test was used to determine the statistical 
significance of categorical data. A p-value of less than 0.05 was considered significant. 


RESULTS 
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Among 120 patients, Mean age of patient in group A was 36.15 years (S.D=6.0) and 
in group B was 33.25 years (S.D=5.5). In this study, the anastomoses were constructed in all areas 
of small and large intestine, from duodeno-jejunal junction up to the upper rectum (i.e. above the 
peritoneal reflection). Table 1 shows the higher no. of anastomoses were done in ileum i.e. 58 
followed by colo-colic anastomosis. Only 3 anastomoses were done in colorectal region in which 
Harttman’s reversal was done. In this study, anastomotic leakage occurred in 4 patients, one in 
group A and three in group B with a P-value 0.138. The patient which leaked in group A was 
operated for obstructed paraumblical hernia in emergency with ileal resection and end to end 
anastomsis. Three patients leaked in group B, two elective list and one of emergency. In group B 
elective patients, one was operated for ileostomy reversal which leaked on 4" Post-operative day 
and second was elderly patient who was operated for sigmoid volvulus in which resection and end 
to end anastomosis was done and it leaked on 5" post-operated day. Wound infection occurred in 
13 patients, 7 in group a and 6 in group B. Intra- abdominal wound infection/collection occurred in 
4 patients, all of them of group B. Septicemia occurred equally in both groups. Burst abdomen 
occurred in three patients, all of them belonging to group B. Melina occurred only in one patient in 
group A, which settled with time (Table-2). Overall, four patients died, 3 (5%) in group B and only 
one (1.7%) patient in group A. 


Table-1: Different Sites Of Anastomosis In Groups 

















Group 
Group A Group B Tetal 
Site of lleum 33 25 58 
Anastomosis Jejunum 5 7 12 
Jejuno-lleal 5 5 10 
Colo-colic 11 16 27 
lleo Colic 4 6 10 
Colorecta 2 1 3 
Total 60 60 120 











Table-2: Overall Complications Rates In Two Groups 















































Groups 
COMPLICATIONS Total 
Group A Group B 
Overall Leakage rate 1 3 04 
Wound Infection 07 06 13 
Intra abdominal abscess / collection 0 4 04 
Septicemia 02 02 04 
Burst abdomen 00 03 03 
Mortality 01 03 04 
Melena 01 01 
None 48 39 87 
Total 60 60 120 








DISCUSSION 


The most important aspect of this study was to compare anastomotic leakage along with other 
complications. In our study anastomosis leakage occurred in 4 (3.33%) out of 120 patients. Out of 
this, 1 patient (0.02%) was in group A and 3 patients (5%) in group B.According to various studies, 


the leakage rate for single layer extra mucosal anastomosis varies from 0.002 -7.7% '*"? and result 
of this study for extra mucosal anastomosis is in the lower limit of these studies. 
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According to Leslie A’? extra mucosal technique is a gold standard for anastomosis involving small 
and large intestine. According to his study, leakage rate was 0.002% (one leak in 553 patients) 
which was even lower than our study. The leakage rate mentioned in literature for the double layer 
technique vary from 1.5-7.8% ”°* and the result of this study are within this range but according to 
Samiullah et al, the leakage rate for double layer anastomosis may be as high as 13.11%.® 


Subcutaneous wound infection occurred in 10.8% (13 out of 120) patients. Seven patients 
were in group a (11.7%) and six patients in group B (10%). Out of 13 patients 9 were operated in 
emergency. The rate of wound infection in this study falls in the range mentioned in literature i.e., 
2-11%.'> 1® A study conducted by khan N ‘in the same hospital mentioned infection rate of 15%, 
which is higher than our study. This may be due to a higher wound infection rate of colostomy 
closure in his study. 


CONCLUSION 

Extra mucosal interrupted ananstomosis is associated with less leakage rate and post op 
complications i.e. intra abdominal collection, fever, sepsis in comparision to double layer 
anastomosis. 
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ABSTRACT 


Objectives: 
The purpose of this study was to evaluate the patient satisfaction level with their dental appearance and 
treatment they desired to improve their facial aesthetics. 


Material & Methods: 

This cross-sectional study was performed out among 400 patients who visited the Sardar Begum Dental 
Hospital. A structured, interviewer-guided questionnaire was used to identify patient satisfaction level with 
their general dental appearance and desired treatments. Descriptive statistics such as mean and standard 
deviation (SD) for continuous variables and frequency and percentage for categorical variables were 
determined. The chi-square test was used to compare the age of patient’s satisfaction level with their dental 
appearance. The level of significance was set at 0.05. 


Results: 

Out of 400 patients, 39 % were males and 60% were females. Mean age recoded was 25.05+10.02 years. 
Of these patients, 64% were not satisfied with their general dental appearance. In addition, 59% were not 
happy with the color of their teeth, 51% regarded their teeth as poorly aligned. Dissatisfaction with tooth color 
was significantly higher in female than in male patients. Tooth whitening was the treatment most desired by 
patients (45.2%). 51% females, as compared to males, considered their teeth to be more poorly aligned i.e. 
and was 51%. 


Conclusions: 

Most patients in this study were not satisfied with their general dental appearance with a greater percentage 
of females expressing dissatisfaction than males. Age had an association with satisfaction level of the 
subjects. Unhappiness with tooth color and feelings of having protruding teeth also had a significant negative 
influence on patient satisfaction with general dental appearance. 


Key Words: 
Dental appearance, Satisfaction level, Desired treatment 


INTRODUCTION 
Physical appearance plays a key role in human social interaction and the teeth and smile 
are important features in determining the attractiveness of the face. Furthermore, the mouth is 
thought to be important in social interactions. Facial aesthetics seems to be a significant 
Correspondence: determinant of self and social perceptions. Facial appearance 
Dr. Zainab Abdullah is not only seen as being more attractive but also more socially 


Flat No.5, block 15D, G 11/4 PHAD type) aecepted by peers, teachers, employers, and others. Smiling is 
apartments Islamabad. 











Email: dr.xainab@gmail.com, still considered to be one of the most effective methods of 
Cell: 0320-9100311 influencing people’.A key role in human social interactions is 





dental appearance which is essential in determining attractiveness of a face . 


https://doi.org/10.37762/jgmds.2-1.60 


September 2015- March 2016 27 


A STUDY OF PATIENT’S SATISFACTION LEVEL WITH THEIR DENTAL APPEARANCE AND TREATMENT THEY DESIRE TO IMPROVE AESTHETICS AT SARDAR BEGUM DENTAL HOSPITAL PESHAWAR J G M D S 





Tooth color, shape ,tooth shine, appearance of gums, alignment , proclination and retroclined teeth 
, dental caries in anterior teeth, non aesthetic fillings and fractures all are significant factors affecting 
appearance of teeth. 


The appearance of the teeth is mostly influenced by gender, age and education level . 
Almost all the people desire to have pearly white teeth * Satisfaction with dental appearance is 
always associated with whitening of teeth. Whitening is among the most popular cosmetic dental 
appearances because it can greatly improve how teeth look* A whiter, brighter smile is one of the 
first things that people notice about your appearance. It’s no mystery that whiter teeth make us look 
better, younger, more attractive and more confident. This is why men and women of all ages are 
now opting for teeth whitening systems to improve their smile. Apart from teeth whitening, 
correction of mal-aligned teeth is also nowadays considered as an ultimate treatment for 
desiring an effective dental appearance although malocclusion is a common disorder and 
its treatment vary from patient to patient depending on their requirements®. Psychological 
and social impacts influence one patient to have orthodontic treatment. Even orthodontic 
treatment sometimes is functional requirement for a patient to have efficient aesthetics. 
Esthetics has become as important as function, structure and biology, until about the last 
two decades in dental practice® as current advertising and the media in general emphasize 
the effect of a pleasant appearance because of its importance in many everyday situations. 
’ This fact leads to changes in patients’ esthetic needs and consequence of dental 
treatment priority. 


OBJECTIVES 

The objectives of this study were: 
1. To determine patient’s satisfaction level regarding their dental appearance. 
2. To determine treatment they desire to improve dental aesthetics. 


METHODOLOGY 

It was a cross sectional study conducted at outpatient department at Sardar Begum Dental 
College and Hospital, Peshawar. Institutional ethical approval and informed consent was taken from 
every patient. Using 95% confidence interval a Sample size of 400 subjects was calculated by who 
sample size calculator. Subjects were selected by non probability Convenience sampling. Subjects 
who were willing to participate, having upper and lower natural front teeth from 2"? premolar of one 
side to 2™ premolar of other side and of age group 15 to 40 years were included to participate. 


Data was collected from patients through a structured questionnaire and was entered and 
analyzed using the statistical software SPSS version 20. Descriptive statistics such as mean and 
standard deviation (SD) for continuous variables and frequency and percentage for categorical 
variables were determined. The chi-square test was used to compare the sex, age of patients who 
with their dental appearance. The level of significance was set at 0.05. 


RESULTS 

Out of 400 patients, 60% were female and 40% were male. Ages ranged from 15 to 40 
years. Urban population was 26.2% and 73.8%of the people were from rural areas. 38% percent 
were married and 62% were unmarried. We found that 64% of these patients were not satisfied 
while 26% patients were satisfied with their general dental appearance and only 10% were neutral 
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Table 1: Satisfaction level with General dental appearance 




















SATISFACTION LEVEL PERCENT 
SATISFIED 26.0% 
NEUTRAL 10.0% 
DISSATISFIED 64.0% 
TOTAL 100.0% 











59.2% showed dissatisfaction with tooth color being the most common while satisfaction level 
with tooth color was found to be 25.8% and 15% were neutral (Table: 2) 


Table 2: Satisfaction level with tooth color 

















STISFATION LEVLE PERCENT 
SATISFIED 25.8% 
NEUTRAL 15.0% 
DISSATISFIED 59.2% 
TOTAL 100.0% 














57.2% subjects were satisfied with their gums appearance, 33.2 % were dissatisfied and 9.2% were 
neutral with their gums appearance. In addition, some patients regarded their teeth as poorly 
aligned 51%. Others reasons for dissatisfaction included self-reported presence of caries 43.4% 
and non-aesthetic restorations 18%.Among major causes of dissatisfaction included malocclusion 
47% , discoloured teeth 41.5% and 11% non aesthetic fillings. About the treatments they desired to 
improve their appearance it was found that 45.25% wished to have their teeth whitened, followed 
by orthodontic treatment 36.75% , restoration of tooth color 9.75% ,4.50% dental crowns 4.50% 
and other treatments 0.25%.(Fig: 1) 


treatments 











tooth bracesto tooth colour dental crowns other no all'sadly hack 
whitening allign teeth filinas 


treatments 


FIGURE 1: Treatments Desired To Improve Their Appearance 
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It was p value was found to be 0.007 which is highly significant showing that different age groups 
have different satisfaction level with their general dental appearance. Subjects of age 25-30 were 
highly dissatisfied with the general appearance. (Table: 4). 


Table 4: Comparison of age and general dental appearance satisfaction level of patients 


























Age Satisfied | Neutral | Dissatisfied P value 

15-19 14 11 20 .007 

20-24 27 11 54 .007 

25-29 35 9 95 .007 

30-34 17 2 72 .007 

35-40 11 7 15 .007 
104 40 256 




















Test of Significance: Chi square value: 33.126 
Level of significance: p <0.05. The chi square test was performed to find out the difference 
between age and general dental appearance, P value. 


DISCUSSION 

The present study shows that majority of the patients visiting the dental OPD at Sardar 
Begum Dental College were dissatisfied with their general appearance. Gender had an impact on 
the general appearance of dental esthetics. From our study it is obvious that females were more 
dissatisfied with the general appearance of their tooth compared with males. The higher 
dissatisfaction level for females could be related to the idea that the self-esteems of females could 
be affected from physical injuries more than males. Vallittu et al., '* indicated similar results .The 
appearance of the teeth was found to be more important to women than to men. Samorodnitzky- 
Naveh et al., '? reported that females were more satisfied with the general appearance of their teeth 
from males in Israel. Age had an impact on dissatisfaction with dental esthetics. Adolescents and 
young adults with the age ranging from 25-30 were the most dissatisfied group, being the most 
dissatisfied with their dental appearance as also reported in a study in finland"* younger patients 
were more dissatisfied with dental appearance. Alkhatib et al., ' showed that older people were 
more satisfied with their dental appearance in the United Kingdom. 


CONCLUSIONS 

From this study it can be concluded that most patients are dissatisfied with their dental 
appearance. Dissatisfaction was more common in females than in males. Young ages were more 
dissatisfied with dental appearance. Dissatisfaction with tooth color and feelings of having 
protruding teeth also had significant negative influences on patient satisfaction with their general 
dental appearance. The importance of tooth color was further supported by our finding that most 
patients would like to have their teeth whitened followed by Orthodontics treatment. 
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EVALUATION OF INFECTION CONTROL MEASURES IN A PUBLIC SECTOR DENTAL 
HOSPITAL OF PESHAWAR 


Ahmed Abdullah’, Saira Afridi’, Syed Imran Gillani‘ 
1. Sardar Begum Dental College 


ABSTRACT 


Objective: 
To evaluate infection control measure in a public sector dental hospital of Peshawar. 


Methodology: 

It was a cross sectional study conducted in Khyber college of Dentistry. Study subjects were Dental health 
care providers who were willing to participate in the study. A structured questionnaire was designed that 
included various categories of infection control. Data was entered into SPSS version 17. Descriptive statistics 
were applied and frequencies and percentages were obtained. 


Results: 

The results from the data shows that the overall score for the infection control standards were less than 50%. 
Among the various categories of infection contro! only personal hygiene standards showed good score 
(77.3%). Personal protective equipment score was adequate (61%) while hand hygiene score was inadequate 
(52%). The rest of the categories showed poor scores. 


Conclusion: 
The result of the study shows that majority of categories of infection control measures at Khyber college of 
Dentistry are inadequate or poor. 


Keywords: 
Sterilization, Infection control, Personal Protective Equipment and hand hygiene. 


INTRODUCTION 
Infection control in dentistry has always been a worldwide concern. Infection Control is 
defined as procedures and protocols designed to prevent or limit cross-contamination in the 














Correspondence: health care delivery environment.’ If compromised, it plays an 
on anes aie alarming role in the spread of highly debilitating infectious diseases. 

Sardar Begum Dental College a fi 
Contact: 0332-5822622 Blood borne pathogens such as Human Immuno-deficiency Virus 
Email: ahmedakg@gmail.com (HIV), Hepatitis B & C and respiratory pathogens such as M. 
https://doi.org/10.37762/jgmds.2-1.61 tuberculosis which affect the quality of life and may be fatal.” 


Therefore, the control of cross-infection and cross-contamination in dental practice is an important 
consideration 


Current evidence indicates that, if recommended infection control procedures are followed, 
there is minimum risk of transmission of serious infectious diseases during dental treatment.CDC 
issued guidelines in 2003 for proper maintenance and sterilization of dental equipment, hand 
hygiene for dentists and dental hygienists, dental radiology, medications, and oral surgery, 
environmental infection control, and standards for dental laboratories.* Dentists have a duty to take 
appropriate precautions to protect their patients and their staff from the risk of cross-infection. To 
minimize the risk of transmission of infection between patients and between patients and Health 
Care Worker (HCW) a sensible and practical but strict routine 
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for the prevention of cross-contamination and cross-infection should be followed. Clinical dental 
and auxiliary staff should additionally protect themselves by ensuring up-to-date immunization 
against hepatitis B and other infectious diseases including tuberculosis, poliomyelitis, rubella, 
tetanus, and diphtheria and varicella zoster. Unfortunately, Pakistan does not have any policy or 
guidelines on infection control particularly for dental settings.4 Dentists have a duty to take 
appropriate precautions to protect their patients and their staff from the risk of cross-infection. To 
minimize the risk of transmission of infection between patients and between patients and Health 
Care Worker (HCW) a sensible and practical but strict routine for the prevention of cross- 
contamination and cross-infection should be followed. Clinical dental and auxiliary staff should 
additionally protect themselves by ensuring up-to-date immunization against hepatitis B and other 
infectious diseases including tuberculosis, poliomyelitis, rubella, tetanus, and diphtheria and 
varicella zoster. Given the importance of infection control in dentistry, this study aimed at evaluating 
the infection control measures at a public sector dental hospital of Peshawar. 


METHODOLOGY 

It was a descriptive cross sectional study conducted at Khyber college of Dentistry 
Peshawar. A total number of 86 participants were selected through non probability sampling. An 
interview based structured questionnaire was developed which included questions regarding 
Infection Control Practices; sub-categorized into nine individual areas namely Practice 
Management (Policy, Guidelines, Standard Operating Procedures, Training), Personal Protective 
Equipment (Standard protocols for using Eye-wear, Gown/Coat, Gloves, Face-Mask for every 
patient), Hand Hygiene (Steps & Protocols), Immunization Status of DHCPs (Including Screening 
and record keeping), Work Related Injuries (Post-Exposure Protocols), Sharps Management 
(Needles and Blades), Instrument Reprocessing, Sterilization & Disinfection, Waste Management 
(Handling & Proper Disposal) & Personal Hygiene (General & Specific). Individual results for 
different categories of infection control were gathered and were classified into the following 
categories. 


Table: 1 Categorization of results of infection control. 
S.No | Categories | Percentage 
Excellent 90-100% 
Very good | 80-89% 
Good 70-79% 
Adequate 60-69% 
Inadequate | 50-59% 
Poor 1-49% 
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The questionnaire was scored, such that each sub-category received its sub-total score and 
the whole questionnaire then given a total score. This data was entered into SPSS version 17. 
Descriptive statistics were applied and frequencies and percentages were obtained. 


RESULTS 

The results from the data shows that the overall score for the infection control standards 
were less than 50% (Fig. 1). Among the various categories of infection control only personal hygiene 
standards showed good score (77.3%). Personal protective equipment score was adequate (61%) 
while hand hygiene score was inadequate (52%). The rest of the categories showed poor scores 
(Table 2). 
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Table: 2 Levels of Individual Components of Infection Control among DHCPs at 
Khyber College of Dentistry 






































F Frequency of | Frequency of 
S.No eres Sr intecuon ae cheaes pocitive ioeane ie Remarks 
Responses Responses 

1 Practice Management 166 31 135 18.67 Poor 

o..» | Be reonah EPOIeGive 747 456 291 61.04 | Adequate 
Equipment 

3 Hand Hygiene 913 480 433 52.57 | Inadequate 

4 Immunization Status 581 284 297 48.88 Poor 

5 Work Related Injuries 332 133 199 40.06 Poor 

6 Sharps Management 249 123 126 49.40 Poor 
Instrument Reprocessing, 

: Sterilization & Disinfection vate 18 ine bisa pooe 

8 Waste Management 249 90 159 36.14 Poor 

9 Personal Hygiene 415 321 94 77.35 Good 
Total Score 5229 2696 2533 48.6 Poor 


























Figure 1: Overall score in Percentage of Infection Control standards at Khyber College of 
Dentistry Peshawar 
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DISCUSSION 

The results demonstrate that Practice Management regarding Infection Control (which 
includes Policies, Guidelines, Standard Operating Procedures and Training on infection control) is 
18.67%. This means that the facility lacks Policies, Guidelines, Standard Operating Procedures and 
Training on infection control and therefore it is in poor condition. According to a study, Pakistan, 
China, Philippines and South Korea scored poorly on both perceived and tested knowledge of 
infectious diseases.° 


Personal Protective Equipment PPE is a device worn mandatory by all Health Care 


Personnel as a barrier against infectious diseases while giving treatments and performing 
procedures. PPE includes wearing examination or sterile gloves, Face-masks, eye-protection 
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glasses and gown or coat. The result shows that the level of proper use of PPE is 61.04% among 
the DHCPs of Khyber College of Dentistry & Hospital Peshawar. This is remarked as adequate. 
This result coincides with another study done in Lahore in 2001, which demonstrates similar 
results. Hand Hygiene involves certain protocols like washing hands with soap and water, before 
and after treating patients, using hand sanitizers like alcohol hand rubs, not touching any surfaces 
while the hands are sterile and free from germs and before donning new pair of gloves. The results 
show that 52.57% of the DHCPs use these hand hygiene techniques at Khyber College of Dentistry 
& Hospital Peshawar and hence deemed as Inadequate, which is contrast to a similar study done 
at Dr. Ishrat-ul-Ebad Khan Institute of Oral Health Sciences (DIKIOHS) Karachi which showed 
93%.’Similar studies done in various dental hospitals also demonstrated higher scores. 
7Immunization Status of the DHCPs is necessary for ensuring their up-to-date immunization against 
hepatitis B and other infectious diseases including tuberculosis, poliomyelitis, rubella, tetanus, 
diphtheria and varicella zoster. And that these DHCPs are free from such infections and not 
spreading them to their peers and patients. A record should be maintained and kept up-to-date by 
the administration. The result shows 48.88% compliance of DHCPs with this component of infection 
control and were remarked as poor. This is in contrast with another study done on dental 
practitioners of Dr. Ishrat-ul-Ebad Khan Institute of Oral Health Sciences (DIKIOHS) Karachi, which 
showed immunization status against Hepatitis B virus at 96.7%.® Other studies also demonstrated 
higher level of immunization status as compared to the current study. 910°"! 

Work Related Injuries are very common in dental settings. These include needle-stick injuries and 
pricks from sharp instruments during patient treatment. In case of such injuries, Post-Exposure 
Prophylaxis protocol and follow-up is mandatory by the Dental Health Care Providers. A record of 
such injuries is maintained by the administration of that dental setting for monitoring infection 
control. The results show 40.06% compliance with this component of infection control at KCD&H 
which is considered in poor category. 


Sharps Management means handling of needles, blades and instruments with certain 
protocols after use which eliminates the chances of any injuries that might be a potential risk for 
cross-infection between the Health Care Provider and the patient Harmful infectious agents are the 
blood-borne pathogens and body fluid pathogens such as HIV and Hepatitis B&C which can be 
spread through such injuries. Precautions must be taken and sharps should be properly disposed 
off in sharps containers after use to avoid injuries. Result of this component is 49.40% and is 
remarked as poor. Steps involved in Instrument Reprocessing are handling of used instruments in 
proper manner, their mechanical cleaning manually by hand or in ultra-sonic baths, chemical 
disinfection, drying, packaging, autoclaving and proper storing. Sterilization of instruments can be 
done in three ways namely dry-heat, chemical and steam under pressure (autoclave). In KCD&H, 
the instrument sterilization component was given 49.33% and was regarded as poor. Waste 
Management means the proper protocol to follow for handling medical hazardous waste from the 
point of collection in impervious bags from the procedure rooms, carrying & transferring it to the 
appointed disposal points or incineration rooms located at or near the health facility with proper 
record maintenance. Results show that this component of infection control was 36.14% at Khyber 
College of Dentistry & Hospital and hence labeled as poor. Personal Hygiene of the DHCPs was 
scored 77.35% according to this result and labeled as good. This component includes neatly cut 
finger-nails, covered hair, no hanging clothing such as tie, scarves, dupattas etc. The overall 
accumulative result of the level of infection control and its components among DHCPs at Khyber 
College of Dentistry & Hospital Peshawar was calculated at 48.16% which is poor. 


CONCLUSION 
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This study concluded that Infection Control among Dental Health Care Providers at Khyber 


College of Dentistry & Hospital is poor, which is mainly due to lack of guidelines and protocols. Only 
the personal protective equipment category was evaluated to be adequate. 
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FIBROMATOSIS IN MAXILLOFACIAL REGION 


Jawad Ahmad Kundi', Amina Gul Mannan’, Faryal Gul’, Mohammad Umar' and Ajmal Khan‘ 
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SUMMARY 

Fibromatosis is a rare and locally aggressive benign tumor arising from musculoaponeurotic structures. They 
are aggressive and tend to recur. Here we present a recurrent case of fibromatosis in a nineteen year old 
female focusing attention on the etiology, clinical presentation, pathology, various treatment options and 
modes of prevention of recurrence. 


Keywords: 
Fibromatosis, maxillofacial region 


INTRODUCTION 

Fibromatosis represents a group of locally aggressive benign neoplasm that shows 
infiltrative, destructive and recurrent growth, there is no tendency to metastasize’. They are 
considered to be “border line malignant and are categorized as “Grey Zone” between benign and 
malignant tumor’: Fibromatosis usually develop in children (hence the name Juvenile aggressive 
fibromatosis) and young adults (usually before age 40)". Females are affected twice than males. 
Fibromatosis is classified into two broad categories; superficial (palmer, plantar)-these do not occur 
in head and neck area, & deep (dermoids), which are usually fast growing lesion and reach a 
significant size depending upon site of development" 


Deep (desmoids) are further classified anatomically as abdominal wall or intra abdominal 
and extra abdominal, which usually occurs in head & neck region. They present as variously sized 
masses, are deep seated and there is fibrous proliferation. They usually involve soft tissue but can 
infiltrate the surrounding bone* They can be sporadic, familial adenomatous polyposis associated 
and multicentric’: A rare case of fibromatosis in maxillofacial region is reported as under. 

The purpose of this case presentation is to focus attention on this rare disorder and discuss 
the etiology, clinical presentation, pathology and various treatment options. 


CASE REPORT 
A 19 years old female came with the complaint of swelling at right side of the face and 
complete closure of the mouth. 


HISTORY OF PRESENTING ILLNESS 

According to the patient, she extracted her upper right first and second molars 5 years back, 
immediately after extraction, a swelling started developing on the right side of the face, this swelling 
was accompanied with pain. The pain increased in intensity while chewing and analgesics used to 
help relieve pain. As the swelling increased the patient 
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Dr. (iden erates Kundi developed limited mouth opening. The patient got operated for 
Sardar Begum Dental College this mass around 2 years back. Soon after the surgery the 
Bevin anneaens swelling started developing again and around 1 year back as 
https //doi.org/10.37762/jgmds.2-1.62_ the swelling increased in size, there was complete closure of 





mouth. Patient reported to us with no opening for the last one year. 
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Figure 1: Pre operative image. 


CLINICAL FINDINGS 
e Extra oral: - Swelling on the right side of face, non tender, firm and fixed Overlying skin was 
normal with no color change. Facial deformity was present on right side with no 
lymphadenopathy. Buccal branch of facial nerve was affected in previous surgery as shown 
in figure 2. All other branches of facial nerve were found intact. 


r fe 
GQ y or 





Figure 2: Affected buccal branch due to previous surgery. 
e Intra oral: - Complete closure of mouth (trismus). Normal occlusion no displaced or mobile 
teeth, oral hygiene compromised slightly. 
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RADIOGRAPHIC FINDINGS 

CT scan revealed destruction of bone (buccal cortex) from the lower border of the 
mandible extending up to zygomatic arch (figure 3). The lesion did not invade into the 
adjacent bones. Axial slices revealed focal thickening of masseter muscle en-masse with 
partial thickening of medial pterygoid muscle. 









a») : 
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image showing Destruction of bone from angle of mandible to 


Figure: 3. CT scan 
zygomatic arch. 


INCISIONAL BIOPSY 

Previous biopsy revealed a proliferative process with infiltrative growth, the mass 
comprised spindle like elongated cells with fibroblasts/myofibroblasts. Nuclei were ovoid 
and uniform. Single mitotic figures were visible but no atypical mitosis were present. These 
cells formed interweaving large and long bundles. Spindle like cells express Vimentin, 
smooth muscle actin, beta Catenin, Desmin, Cytokeratin 34bE12 & Estrogen receptor, Ki- 
67 in approximately 5% of the nuclei 


PATHO MORPHOLOGICAL DIAGNOSIS 
Oral fibromatosis 


MANAGEMENT 

The scar from previous surgery was extended to access the lesion as shown in figure 
4a & 4b. A submandibular incision was thus given & a subplatysmal flap developed. Care 
was taken to raise the branches of facial nerve in the flap. Masseter muscle was dissected 
& stripped from ramus & removed at its insertion. As shown in figure 5. Superiorly it was 
traced upto the sigmoid notch. A further superior approach was undertaken through a 
Bramley-alkhayat incision & masseter origin at zygomatic arch was stripped off. This whole 


September 2015- March 2016 39 


FIBROMATOSIS IN MAXILLOFACIAL REGION J G M D S 


muscle was removed piecemeal. Mouth opening of 27 mm (forced) & 35mm (passive) was 
achieved per op. Wound was closed after hemostasis. Post op first day and fifth day facial 
nerve branches were found to be intact. On fifth post op day stick exercises were started & 
maximal forced opening of 35mm was achieved. Upon 1 month follow up CN-VII branches 
were found to be intact & mouth opening still the same. 








Figure: 4(a).showing pre existing scar of previous surgery, 
Figure: 4(b) per operative image showing the mass. 


A 4 ff \ 
Figure: 5. showing stripping of masseter muscle 
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DISCUSSION 

Fibromatosis is a rare benign neoplasm which arises from musculoaponeurotic structures 2. 
Fibrous tissue proliferation occurs with intermediate biologic behavior between a benign fibroma 
and fibrosarcomai.e like fibrosarcoma, it exhibits destructive, infiltrative growth that recur frequently 
and like fibromas, it does not metastatize. Variety of synonyms exist for fibromatosis which includes 
“extra articular desmoids”, “desmoid tumors”, ‘Grade | fibrosarcoma’, ‘non metastatizing 
fibrosarcoma’ and “Aggressive fibromatosis”*’. Fibromatosis is rarely found in head & neck 
region®*. Masson and Soute reported 12 % of 284 cases from all locations of body in their study 
while Das Gupta et all reported 11.1 % of 72 cases of extra abdominal fibromatosis*. Most common 
site affected in the head & neck region is supra clavicular fossa (40 — 85 %), which is followed by 
face (25 %). Other sites that are affected by fibromatosis are mandible, naso pharyngeal tract, 
larynx, tongue and orbit, all para nasal sinuses, infra temporal space, and para pharyngeal space?". 
The oral and maxillofacial lesions (maxilla, mandible and mastoid area) occur usually at a younger 
age (5 to 20 years compared to 35 years), are more infiltrative and destructive with more ability to 
invade the adjacent bone?. Fibromatosis is found to be more common in females, with female to 
male ratio 3:2 or 2:1. The exact etiology of fibromatosis is unknown, however trauma, such as 
previous surgery or blunt force injury can lead to the development of fibromatosis, the immature 
fibroblasts engaged in healing begin un-controlled proliferation that leads to tumor formation**?. 
However, there have not been enough patients with head & neck fibromatosis after local trauma to 
confirm this theory?. Endocrine factors may play a part in formation of fibromatosis because some 
lesions have been found to grow during puberty or pregnancy and then regress following 
menopause or radiation induced castration**’. Some tumors have shown low level estrogen 
receptors. Genetic pattern in appropriate gene expression and chromosomal abnormalities have 
been reported in some patients with fibromatosis*. 


For head & neck region, fibromatosis has a high recurrence rate (20 — 70 % of cases),the 
cause of which is unclear but it may be due to aggressive nature of tumour or due to more difficult 
excision of lesion?*°. Recurrence can occur within 2 years till up to 11 years. Fibromatosis almost 
never or in very few cases turn into fibrosarcoma’. The fibromatosis usually presents as slow 
growing, asymptomatic swelling, the mass is usually fixed to the underlying muscles, non tender, 
over lying skin appears normal without any color change. It often results in trismus**°. Other clinical 
features may include nasal obstruction, epistaxis, facial pain, dyspnea, strider and proptosis 
depending on anatomic site of lesion. Pain and parasthesia is uncommon. Our patient came with 
complaint of trismus since past 1 year and swelling on right side of face. She had no complaint of 
pain or parasthesia*°. In general, the clinical features were similar to other reported cases. 
Fibromatoisis is grayish white, firm or rubbery in consistency. Its long axis is usually oriented in 
direction of muscle bundles in which it is formed. It’s not encapsulated and is ill defined due to its 
tendency to infiltrate surrounding structures. It can surround or encase vascular and neural 
structures without apparent invasion which is the reason of lack of pain’. Radiographs frequently 
show poorly demarcated, irregular bone destruction of lesion located at the surface of jaws & it may 
show irregular resorption of adjacent cortex°. The extension of lesion, affinity for muscles, infiltrative 
capabilities, and clinical presentation of trismus suggested us about presence of an aggressive 
lesion. There was no pain or parasthesia; no lymph node enlargement & no evidence of 
metastasis’. The main treatment modality is wide excision of the lesion along with normal/ healthy 
margin approx. 1-1.5 cm. in head and neck region. Preservation of vital structures and their 
functions may impede the objective of the treatment therefore multiple modality treatment strategies 
are usually applied which includes surgery along with radiotherapy or chemotherapy. Anti estrogen 
(tamoxifen) therapy and NSAIDS (sulindar) are being used but efficacy is not established. 
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Radiotherapy (50 to 60 GY) with surgery gives long term control. NSAIDs act probably by inhibiting 
prostaglandin synthesis which impairs the proliferative ability of tumor cells and at the same time 
stimulates immunologic response’. Anti estrogen (Tamoxifen) therapy is reported to regulate the 
speed of growth of fibromatosis especially by female sex hormones, but no definative results have 
yet been established. Anti cancer chemotherapy is reported to partially or completely regress 
fibromatosis'°. 


CONCLUSION 

Fibromatosis is a benign, locally aggressive neoplasm. It is rarely found in oral and 
maxillofacial region. In most cases, the lesion is usually asymptomatic and patient seeks treatment 
either when the lesion grows considerable in size and results in facial deformity or when lesion 
involves surrounding structures and results in trismus. Surgery is the treatment of choice with 1-1.5 
cm healthy margins. Long term follow up is necessary due to the high reccurence rate of the 
disease. 
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1. Sardar Begum Dental College 


SUMMARY 

The aim of this paper is to determine the unique and very interesting case of odontogenic myxoma, which 
involved the right maxilla and its sinus. Odontogenic myxomas are considered to be a benign odontogenic 
tumor with locally aggressive behavior and non-metastasizing neoplasm of the jaw bones. It represents an 
uncommon benign neoplasm comprising 3—6% of all odontogenic tumors. It is usually derived from the dental 
mesenchyme or periodontal ligament. Despite the benign nature of myxoma, there is a high rate of local 
recurrence after curettage alone and thus in certain cases adequate resection is the only option. 


KEYWORDS: 
Odontogeric Myxoia(ONM), Odontogeric Tumors, Maxila, Sinus, Cornouted tornograpny. 


INTRODUCTION 
Odontogenic myxoma is a benign tumor with mesenchymalorigin. A relatively rare but is 
almost exclusively seen in tooth-bearing areas. It is an asymptomatic lesion that shows an 
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25% of recurrence, mainly when conservative treatment is focused. Truly speaking the origin of 
odontogenic myxoma is still obscure. Cells of the dental papilla, foliculous or periodontal ligament 
are blamed of being the origin of this lesion. 


Other investigators believe that the fibroblast is the responsible cell that allows the tumor to 
spread. Usually myxoma occurs in the second and third decades of life being rare in children and 
adults older than 50 years. The posterior region of the jaw is the most frequent site where it occurs, 
having an equal Distribution in males and females. A histological characteristic of this tumor 
resembles the mesenchymal portion of a tooth in development. The lesion is not encapsulated 
being characterized by a proliferation of a few rounded cells, fusiforms and star cells, being stranded 
in an abundant myxomatous estroma with a few collagen fibers. Small islands of odontogenic 
epithelial tissue can be found scattered across estroma and they are key cells to establish the 
diagnosis. 


The treatment of choice is surgical, enucleation and curettage. Because of its infiltrative 
behavior, this lesion is difficult to be curetted, and this is rationale in wake of high recurrence rate. 
Cryotherapy as an adjunct modality of treatment to curettage can be used as such technique 
minimizes the risk of recurrence. 


CASE REPORT 


Case History and Clinical Findings: 

A 16 years old female presented to the department of oral & maxillofacial surgery department with 

a chief complaint of swelling on the right side of the face for the last few months .The swelling was 

Clinically limited to the right infraorbital region with obliteration of the nasolabialfold. There was no 
https://doi.org/10.37762/jgmds.2-1.63 
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fluid on aspiration. Incisional biopsy was undertaken, which showed rubber-like and jelly-like 
consistency. The computed tomography images revealed an expansive mass in the right maxilla. 






\ es ee as m 
Figure: Intraoral view, swelling extending up to lateral incisor anteriorly to the second 
molar posteriorly. 


Imaging Evaluations: 


Figure: CT scan showing tumor expansion involving maxilla and maxillary sinus 


Computed tomographic images showed a single large expansile radiolucent lesion with 
multiple radio-opaque foci seen on the right side of craniofacial region, involving the maxillary sinus 
with erosion of the alveolar bone and medio-latero-superior walls of the sinus. 


MANAGEMENT 

Under general anesthesia through an intraoral approach, the patient underwent total 
removal of the tumor with a partial en bloc resection of the maxilla. Bone skimming was done using 
a large round bur. Extraction of the lesion inflicted teeth # 12, 13,14,15,16 was done to prevent the 
chances of recurrence. The tumor had a jelly like consistency which thus peeled easily from the 
bone. The patient was followed first after a week &then after one month duration. The healing was 
satisfactory with mild swelling and slight blood in the sputum in the first few days. 
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FIG: Post-Op Picture & Maxillary Odontogenic Myxoma Dissected Mass. 
HISTOLOGIC CHARACTERISTICS 

The histologic specimen was stained using hematoxiline-eosine. Such staining showed a 
neoplasia of odontogenic origin formed by an intense myxomatosous tissueproliferation which was 
well vascularized, contained spindle and small fusiform fibroblasts, with flabby deposits of winding 
and delicate collagen and some mononuclear inflammatory cells, features that clued the presence 
of an odontogenic myxoma. 
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DISCUSSION 

Odontogenic myxoma is a rare aggressive intraosseous lesion derived from embryonic 
mesenchymal tissue associated with odontogenesis and primarily consisting of a myxomatous 
ground substance with widely scattered undifferentiated spindled mesenchymal cells. Though it is 
a benign neoplasm, it may be infiltrative and aggressive in nature with history of recurrence. 


Odontogenic myxoma almost exclusively occurs in the jaw bones, comprising around 3-6% 
of all the hardly odontogenic tumors. The tumor affects the age group that spans from 22.7 to 36.9 
years. It is hardly seen in patients younger than 10 years of age or older than 50. Our case 
presented at the age of 16 years, which is in conformity with that reported in literature. The mandible 
appears to be more frequently affected than the maxilla; especially the posterior region has more 
predilections. In our case posterior region of the maxilla is involved. Majority of myxomas are 
asymptomatic, although some patients present with progressive pain and with eventual neurological 
symptoms on the rise. Odontogenic myxoma of the jaw has a tendency for extensive devastation 
of and surrounding structures and a relatively high recurrence rate; however, metastasis is rare. OM 
of the maxilla is less frequent but behaves more aggressively than that of the mandible, as it spreads 


September 2015- March 2016 45 


ODONTOGENIC MYXOMA IN THE MAXILLA: A REPORT OF A RARE CASE J G M D S 





easily through the maxillary spongy bone and its sinus as compared to tougher mandibular cortical 
bone as presented in our case. 


Odontogenic Myxomas radiographically reflect multilocular or unilocular radiolucencies. 
unilocular are more frequently confined to the anterior region of the jaws, while multilocular occur 
mostly in the posterior region. Odontogenic myxoma should be included in the differential diagnosis 
of both radiolucent and mixed lesions, in both the jaws, for individuals of almost all age groups. 
When unilocular and without trabeculae, the tumor closely resembles periapical, lateral, periodontal 
and traumatic bone cysts. When multilocular, it must be differentiated from ameloblastoma, central 
hemangioma and odontogenic keratocyst. Odontogenic Myxomas is a neoplasm which lacks any 
distinct capsule. A spectrum of fibrous connective tissue stroma is existing from myxoid to densely 
hyalinized and from relatively acellular to cellular. Calcification may or may not be there. It is 
characterized by the presence of sparse cords and islands of inactive odontogenic epithelium. The 
variation in the histopathological diagnosis between the initial biopsy as odontogenic fibroma and 
the final histopathological diagnosis as odontogenic fibromyxoma in our case could be attributed 
either to the biological nature of this lesion or missing of myxomatous areas in the biopsy. The ultra- 
structural findings indicate that the odontogenic fibroma and the odontogenic myxoma share many 
common traits. 


MORPHOLOGICAL FEATURES 

An immunohistochemical panel of poly- and monoclonal antibodies was used to 
characterize and distinguish the nature of cells as of fibroblastic, histiocytic, myoblastic and neural 
origin. Three types of odontogenic myxoma cells were differentiated spindle cells, stellate cells and 
hyaline cells. Neoplastic cells of myxomas were positively stained for transferrin, ferritin, alpha-1- 
antichymotrypsin (alpha 1-ACT), alpha-1-antitrypsin (alpha 1-AT), S-100 protein, vimentin (pan- 
mesenchymal marker) and actin; however, neuron-specific enolase (NSE), S-100 alpha subunit, S- 
100 beta subunit, Factor Vlill-related antigen (FVIII-AG) and cytokeratin (CK1) were negative. 
Antibodies directed against vimentin are used to identify mesenchymal cells, and keratin antibodies 
detect epithelial differentiation. Spindle cells were positive for transferrin, ferritin, alpha 1-ACT, 
alpha 1-AT, S-100 protein and vimentin. Stellate cells were strongly positive for transfer in, alpha 
1-AT, S-100 protein and vimentin. Hyaline cells reacted with alpha 1-ACT and alpha 1-AT. 
Myxomatous matrix showed no reaction to all the antibodies used. These results confirm that 
odontogenic myxoma is a tumor of a dual fibroblastic-histiocytic origin and also suggest that the 
cells comprising odontogenic myxoma are of myofibroblasticorigin. 


The aggressive nature of OM is self-evident and well documented in the literature. The 
tumor is not radiosensitive, and surgery is the treatment of choice. The lack of a capsule and 
infiltrative growth pattern is responsible for high rate of recurrence when only conservative 
enucleation and curettage are chosen. Recurrence is controlled with extensive partial or total 
resection procedures, and this method of treatment is particularly indicated in the maxilla due to its 
proximity to the vital structures. 


CONCLUSIONS 

This case signifies the level of inclusion of myxoma in the differential diagnosis of radiolucent 
&/or radiopaque lesions of mandible or maxilla. Proper pre-operative radiographic examination is 
important in order to determine the bony involvement and the scale of the tumor. This should include 
plain radiographs obtained in different projections, and in challenging cases also three-dimensional 
techniques as CT-scans and MR-images. Input of an experienced pathologist is essential, since 
this diagnosis may be the turning point to either surgery or a more conservative treatment. Its follow- 


September 2015- March 2016 46 


ODONTOGENIC MYXOMA IN THE MAXILLA: A REPORT OF A RARE CASE J G M D S 





up must be made mandatory, with imaging assessment to detect any early recurrence. In case of 
large tumor resections, the reconstruction procedures must be delayed until substantial disease 
free period has been observed. 
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